




























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Participant	 Gender	 Age	 Stoma	status	 Partner	present	 Interviewer	
P1	 Male	 66	 No	stoma	 Yes	 JR	
P2	 Female	 78	 No	stoma	 No	 JR	
P3	 Female	 75	 No	stoma	 No	 KW	
P4	 Male	 68	 Reversed	stoma	 Yes	 JR	
P5	 Male	 66	 Reversed	stoma	 Yes	 KW	
P6	 Male	 72	 Stoma	 Yes	 KW	
P7	 Male	 84	 Reversed	stoma	 No	 KW	
P8	 Male	 85	 Reversed	stoma	 Yes	 KW	
P9	 Male	 70	 No	stoma	 No	 KW	
P10	 Male	 67	 No	stoma	 No	 KW	
P11	 Male	 66	 No	stoma	 Yes	 KW	
P12	 Male	 66	 No	stoma	 No	 KW	
P13	 Female	 69	 No	stoma	 No	 KW	
P14	 Female	 78	 Reversed	stoma	 No	 KW	























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































	 Gender	 Age	 Interviewed	
1	 Male	 57	 No	
2	 Male	 67	 Yes	
3	 Male	 70	 Yes	
4	 Female	 77	 No	
5	 Male	 72	 Yes	
6	 Male	 84	 Yes	
7	 Male	 68	 Yes	
8	 Female	 78	 Yes	
9	 Male	 85	 Yes	
10	 Female	 75	 Yes	
11	 Female	 69	 Yes	
12	 Male		 66	 Yes	
13	 Male	 66	 Yes	
14	 Male	 73	 No	
15	 Male	 78	 No	
16	 Female	 78	 Yes	
17	 Female	 60	 No	
18	 Male	 66	 Yes	
19	 Female		 65		 Yes	
20	 Male	 70	 No	
21	 Male	 67		 Yes	
22	 Female	 64	 No	
23	 Male	 77	 No	
24	 Female	 84	 No	
25	 Male	 70	 No	
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Mr	Jonathan	Rees	 	 			Mrs	Meg	Finch-Jones	 	 	Professor	Jane	Blazeby	
Lecturer	in	Surgery	 	 			Consultant	Surgeon	 						 	Professor	and	Consultant	Surgeon	























provided	 to	 patients	who	 are	 having	 surgery	 for	 colon	 cancer	 that	 has	 spread	 to	 the	 liver.	 The	













confidential.	 	 Information	 will	 be	 collected,	 controlled,	 stored	 and	 analysed	 by	 the	 study	
researchers	at	the	University	of	Bristol.		Access	to	this	information	will	be	restricted	to	members	
of	 the	 research	 team	and	 the	 study	 statistician.	 	Any	 information	 collected	about	 you	will	 have	
your	 name	 and	 address	 removed	 so	 that	 you	 cannot	 be	 recognised	 from	 it.	 	 You	will	 never	 be	
identified	 in	 any	 publications.	 	 Audio	 tapes	 will	 be	 converted	 to	 typed	 copies	 and	 the	 tape	
immediately	wiped.	 	The	 typed	copies	of	 the	 interview	will	be	stored	as	anonymous	copies	and	
will	be	destroyed	after	15	years	in	line	with	Data	Protection	Act	regulations.	
	
Your	G.P.	will	be	informed	that	you	are	taking	part	in	the	research.	
	
What	will	happen	to	the	results	of	the	research	study?	
We	will	publish	relevant	results	in	scientific	journals	when	the	study	is	complete.	You	will	not	be	
identified	in	any	report	or	publication.		You	can	request	a	summary	of	the	study	from	researchers	
once	it	is	completed.	
	
Who	is	organising	and	funding	the	research?	
The	study	is	being	funded	by	the	University	of	Bristol	Cancer	Research	Fund.		It	is	being	organised	
by	the	University	of	Bristol.	
	
	
Who	has	reviewed	the	study?	
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All	research	in	the	NHS	is	looked	at	by	an	independent	group	of	people,	called	a	Research	Ethics	
Committee	(REC).		This	study	has	been	reviewed	by	the	North	East	Research	Ethics	Proportionate	
Review	Sub-Committee.	
	
RECs	safeguard	the	rights,	safety,	dignity	and	well-being	of	people	participating	in	research	in	the	
National	Health	Service.	They	review	applications	for	research	and	give	an	opinion	about	the	
proposed	participant	involvement	and	whether	the	research	is	ethical.		
	
What	if	I	have	any	concerns?	
If	you	have	any	concerns	or	other	questions	about	this	study	or	the	way	it	has	been	carried	out,	
you	should	contact	the	investigator	or	your	local	NHS	Trust	patient	advice	and	liaison	service	
whose	details	are	shown	below:-	
	
Patient	Support	&	Complaints	Team	
Marlborough	Street	
Bristol	BS1	3NU	
	
Telephone	0117	342	3604	
Email:	pals@uhbristol.nhs.uk	
Or	alternatively	you	can	visit	our	office	which	is	located	on	Level	2,	Queens	Building,	Bristol	Royal	
Infirmary	
	
Alternatively,	you	can	contact	ICAS,	the	Independent	Complaints	Advocacy	Service.	ICAS	is	
available	to	help	you	and	advise	you	should	you	require	assistance	with	your	complaint.	ICAS	can	
help	you	by	providing	free,	independent	and	confidential	support.	A	member	of	the	Patient	
Support	&	Complaints	Team	can	provide	you	with	a	copy	of	their	information	leaflet.	Their	
contact	number	is	-	0845	120	3782	
	
Thank	you	for	considering	taking	part	in	this	study.	
	
Contact	for	further	information	
If	you	require	any	further	information	about	the	study	please	contact:	
	
Jonathan	Rees	
Jonathan.rees@bristol.ac.uk	
Tel	0117	9287269	/	07909912187			
	
Professor	Jane	M	Blazeby,	Professor	of	Surgery	&	Consultant	Surgeon	
j.m.blazeby@bristol.ac.uk	
Tel	0117	9283495	
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Appendix	5:	Analysis	clusters	
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Analysis	clusters	table	
Excluded	clusters/codes	are	highlighted	with	reason	provided	
CLUSTER	 CODE	 Exclusion	reason	
Alternative	medicine	 	 Related	to	short-term	treatment	
choices	
Bladder	issues	 	 	
Bowel	issues	 Colostomy/stoma	 	
Travel	 	
Cancer	community	 	 	
Change	/	impact	 Emotional	changes	 	
Empathy	and	understanding	 	
Family	 	
Lack	of	long-term	impact	 Combined	with	‘non-event’	
Physical	changes	 	
Practical	changes	 	
Seizing	the	moment	 Renamed	as	‘living	in	the	moment’	
Social	changes	 	
Worry	 Renamed	as	‘uncertainty	and	
worry’	
Communication	 	 	
Conflicting	emotions	 	 	
Coping	strategies	 Acceptance	and	getting	on	
with	it	
	
Goal	setting	 	
Humour	 	
Keeping	active	 	
Keeping	positive	 	
Knowledge	and	
understanding	
	
Living	in	the	moment	 	
Looking	forward	 Renamed	‘forward	planning’	
Planning	for	the	future	 Renamed	‘forward	planning’	
Denial	and	avoidance	 	 Included	in	‘conflicting	emotions’	
Dependency	 	 	
Diagnosis	 	 Related	to	short-term	experiences	
Family	and	partner	views	 	 Include	throughout	as	experience	
specific	
Feeling	grateful	and	lucky	 	 	
Finance	 	 Included	in	‘taken	away’	
Follow-up	 Closure	 Included	in	‘causes’.	Short-term	
follow-up	experiences	not	
included.		
Forgetting	 	 Lack	of	data	to	support	this	cluster	
Giving	back	 	 	
Isolation	 	 Included	in	‘lack	of	social	
understanding’	and	‘lack	of	
support’	
Keeping	going	 Carrying	on	with	normal	life	 Renamed	‘getting	on	with	it’	
Fighting	 Renamed	‘fight/battle’	
Getting	back	to	normal	 Renamed	and	combined	with	
‘getting	on	with	it’	and	‘keeping	
going’	
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Life	priorities	 	 	
Loss	 ‘Taken	away’	 	
Medical	system	 	 Related	to	short-term	treatment	
experiences	
Mental	health	 Paranoia	 	
Sadness	and	depression	 	
Negative	emotions	 Anger	 	
Disappointment	 	
Fear	 	
Uncertainty	and	worry	 	
Not	being	yourself	 	 Related	to	short-term	emotional	
experiences	during	treatment	
Pain	 	 Related	to	short-term	symptoms	
Partner	 	 Renamed	in	‘romantic	
relationships’	
Physical	health	 Fatigue	 Renamed	and	combined	‘fatigue	
and	sleep’	
Physical	limitations	 	
Sleep	 Renamed	and	combined	‘fatigue	
and	sleep’	
Symptoms	 Related	to	short-term	symptoms		
Recovery	 	 Related	to	short-term	experiences	
Relationship	 	 Renamed	‘romantic	relationships’	
Religion	 	 Renamed	
‘religion/faith/spirituality/beliefs’	
Support	 Community	and	friends	 	
Family	 Renamed	–	‘family	support’	
Lack	of	support	 	
Macmillan	 	
Partner	 	
Survivorship	 	 	
Treatment	 Chemotherapy	 Related	to	treatment	experiences	
(short-term)	
Hospital	experiences	 Related	to	treatment	experiences	
(short-term)	
Practical	issues	 Related	to	treatment	experiences	
(short-term)	
Side	effects	–	mental	 Related	to	treatment	experiences	
(short-term)	
Side	effects	–	physical		 Related	to	treatment	experiences	
(short-term)	
Surgery	 Related	to	treatment	experiences	
(short-term)	
Uncertainty	 	 Combined	and	renamed	
‘uncertainty	and	worry’	
Unexplained	emotions	 	 Renamed	‘conflicting	emotions’	
View	of	cancer	 Cancer	as	‘other’	 	
Cancer	legacy	 Renamed	‘legacy’	
Cancer	patient	perception	 Renamed	‘patient	perception’	
Cause	of	cancer	 Renamed	‘causes’	
Closure	and	lack	of	focus	 Combined	and	renamed	‘non-
event’	
Fight	/	battle	 	
Lack	of	social	understanding	 	
Mortality	 	
Non-event	 	
Why	me	 	
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View	of	self	and	identity	 	 Included	in	‘Intrapersonal	and	
interpersonal’		
Violence	 	 Included	in	‘anger’		
Weight	and	body	image	 	 Lack	of	data	to	support	cluster.	
Only	one	quote.		
Work	and	employment	 	 Primarily	short-term	impact	during	
treatment.	Long-term	codes	
included	in	‘taken	away’		
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Appendix	6:	Quality	criteria		
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Tracey	(2010)	Quality	criteria	as	referenced	in	Tracey,	S.J.	(2010).	Qualitative	quality:	Eight	“Big	
Tent”	criteria	for	excellent	qualitative	research,	Qualitative	Inquiry,	16(10):	837-851	
	
	
	
Used	with	permission	of	the	publisher	
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Appendix	7:	Systematic	review	
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The	impact	of	rheumatoid	arthritis	on	body	image:	A	systematic	review	
	
Abstract	
A	systematic	review	was	conducted	to	identify	whether	rheumatoid	arthritis	has	a	negative	
impact	on	body	image.	Seven	studies	were	identified	from	the	following	computerised	databases;	
AMED,	ASSIA,	CINAHL,	MEDLINE,	PsycInfo,	PubMed,	and	Web	of	Knowledge.	Findings	relating	to	
the	impact	of	rheumatoid	arthritis	on	body	image	were	inconsistent,	however	a	relationship	
between	age	of	onset	and	body	image	was	found,	with	earlier	onset	being	associated	with	greater	
body	dissatisfaction.	Further	research	is	needed	to	explore	this	relationship	and	the	impact	of	
rheumatoid	arthritis	among	different	age	groups.	Due	to	the	current	heterogeneity	of	body	image	
measures	being	used,	most	of	which	do	not	address	it's	multidimensional	nature,	future	studies	
should	adopt	broader	definitions	of	body	image	and	also	consider	the	development	of	
rheumatoid	arthritis	specific	body	image	measures	to	increase	sensitivity.		
	
Introduction		
Rheumatoid	arthritis	(RA)	is	a	chronic	inflammatory	autoimmune	disease	which	causes	swollen,	
painful	joints	and	is	characterised	by	fluctuating	inflammatory	activity	(Arnett,	Edworthy,	Bloch,	
McShane,	Fries,	Cooper,	Healey,	Kaplan,	Liang,	Luthra,	Medsger,	Mitchell,	Neustadt,	Pinals,	
Schaller,	Sharp,	Wilder,	&	Hunder,	1988).	The	inflammatory	process	can	result	in	pain,	joint	
stiffness,	elevated	levels	of	fatigue,	and	changes	in	gait	and	movement	(Ryan,	1996).	In	the	UK	
alone	there	are	over	290,000	existing	cases	of	RA	(Wiles,	Symmons,	Harrison,	Barrett,	Barrett,	
Scott	&	Silman,	1999),	with	approximately	0.5-1.5%	of	the	population	being	affected	in	
industrialised	countries	(Silman	&	Pearson	2002)	and	women	being	three	times	more	likely	to	be	
affected	than	men.	Although	the	pathology	and	clinical	signs	and	symptoms	of	arthritis	are	well	
documented	in	the	literature,	very	little	attention	has	been	given	to	the	psychological	impact	of	
RA.	Chronic	diseases,	especially	those	accompanied	by	deformity	and	disability,	can	have	a	
significant	impact	on	psychosocial	well	being,	with	past	research	indicating	that	individuals	with	
RA	suffer	more	psychologically	than	individuals	with	other	disorders	or	healthy	controls	(Ben-
Tovim	&	Walker,	1995).		
	
Previous	research	has	indicated	that	RA	has	a	significant	impact	on	personal	relationships,	
sexuality,	and	self	image	(Gutweniger,	Kopp,	Mur	&	Gunter,	1999;	Hill,	Bird,	&	Thorpe,	2003).	In	
addition,	research	carried	out	with	women	diagnosed	with	RA	has	suggested	that	they	are	more	
likely	to	develop	body	disturbances	than	the	general	population	and	have	poorer	body	image.	In	
broad	terms,	body	image	refers	to	how	an	individual	thinks,	feels,	and	behaves	in	relation	to	their	
body	and	appearance.	It	is	a	multidimensional	construct	and	consists	of	perceptual,	cognitive,	
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affective,	and	behavioural	elements	(Weirtheim	&	Paxton,	2011).	There	are	many	definitions	of	
body	image,	however	for	the	purpose	of	this	review	body	image	will	be	defined	as;	the	mental	
image	we	hold	of	our	bodies,	including	how	we	see	our	size,	shape,	weight,	features,	movement	
and	performance,	how	we	feel	about	these	attributes	and	how	these	feelings	direct	our	
behaviours	(Rudd	&	Lennon,	2000,	p.153).	This	definition	has	been	chosen	as	it	not	only	provides	
a	multidimensional	picture	of	body	image,	but	also	includes	the	impact	of	how	the	body	functions	
in	terms	of	movement	and	performance,	which	is	extremely	pertinent	for	individuals	with	RA.	
Body	image	can	be	both	positive	and	negative.	Positive	body	image	is	related	to	a	positive	
perception	of	one's	physical	appearance	and	functionality	in	spite	of	any	perceived	imperfections.	
This	can	include	feelings	of	acceptance	and	viewing	the	body	as	a	favourable	influence	in	one's	
life.	Negative	body	image	relates	to	negative	perceptions	of	one's	physical	appearance	and	
dissatisfaction	with	body	performance	(Lewis-Smith,	Whale	&	Diedrichs,	2012).		
	
Body	image	is	also	strongly	influenced	by	societal	expectations	of	what	constitutes	a	'normal	
body'.	Western	ideals	which	are	prolifically	portrayed	in	the	media	represent	women	as	having	
slim,	physically	fit	bodies	with	low	body	fat	and	full	functionality,	perfect	body	symmetry	and	long	
glossy	hair,	and	represent	men	as	being	extremely	muscular	(Frith,	Shaw,	&	Cheng,	2005;	
Thompson,	Heinbery,	Altabe,	&	Tantleff-Dunn,	2004).	When	individuals	do	not	match	up	to	these	
standards	it	can	create	negative	thoughts	and	feelings	towards	oneself	and	one's	body,	resulting	
in	negative	body	image.	Due	to	the	focus	on	having	control	over	one's	body,	be	it	in	relation	to	
weight	and	shape	or	functionality,	people	with	RA	may	be	at	particular	risk.		
	
For	RA	patients	whose	condition	can	cause	joint	deformity,	impaired	mobility,	and	medical	side	
effects	such	as	weight	gain	and	hair	loss	(Plach,	Stevens	&	Moss,	2004),	body	image	may	be	a	
particularly	pertinent	issue.	The	clinical	impact	of	the	condition	on	their	bodies	coupled	with	
unrealistic	societal	expectations	about	what	their	body	should	look	like	and	how	it	should	behave,	
means	that	individuals	with	RA	could	be	at	much	greater	risk	of	developing	negative	body	image	
compared	to	a	healthy	population.	Over	the	disease	duration,	RA	patients	must	make	important	
decisions	about	pharmacological	treatment,	surgical	intervention,	or	occupational	therapy	
adaptations	such	as	orthopaedics	or	wrists	braces.	If	these	patients	are	experiencing	negative	
thoughts	and	feelings	towards	their	body	resulting	from	external	pressures,	it	is	possible	that	their	
decision	making	process	may	be	guided	psychological	motivations	to	'fit	in'	with	current	societal	
standards,	rather	than	medical	reasons	such	as	the	prevention	of	bone	erosion	or	further	joint	
damage.	For	example,	research	by	Goodacre	and	Candy	(2011)	into	the	acceptability	of	
prescriptive	footwear,	found	that	many	women	were	guided	by	aesthetic	rather	than	clinical	and	
functional	reasons.	Despite	the	significant	clinical	implications	of	this,	there	is	currently	a	lack	of	
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research	investigating	the	link	between	RA	and	body	image,	and	there	has	been	no	attempt	to	
synthesise	existing	evidence	in	order	to	gain	a	full	picture	of	the	impact	of	the	condition.	
Therefore	the	purpose	of	this	review	is	to	synthesis	existing	evidence	relating	to	RA	and	body	
image	in	order	to	address	the	following	research	question;	does	rheumatoid	arthritis	negatively	
affect	body	image?	
	
Method	
A	systematic	review	was	conducted	according	to	recommendations	from	the	Cochrane	
Collaboration	and	PRISMA	guidelines	(Cochrane	Collaboration	Handbook	for	Systematic	Review	of	
Interventions,	March	2011;	PRISMA	Group,	2009).	The	following	computerised	databases	were	
searched:	AMED	(Allied	Contemporary	Medicine,	1985-11th	May	2012),	ASSIA	(Applied	Social	
Science	Index	and	Abstracts,	1987-11th	May	2012),	CINAHL	(Cumulative	Index	of	Nursing	and	
Allied	Health	Literature,	1937-6th	July	2012),	MEDLINE	OVID	(1966-	30th	March	2012),	MEDLINE	
EBSCO	(1966-20th	April	2012),	PsycInfo	(1806-20th	April	2012),	PubMed	(1950-11th	May	2012),		
Web	of	Knowledge	(1970-6th	June	2012).	Text	word,	thesaurus	and	MESH	terms	were	used	to	
maximise	the	identification	of	relevant	articles.	The	following	keywords	were	searched	using	
Boolean	logic:	(1)	Body	image,	physical	appearance,	weight	loss,	weight	gain,	asymmetry,	
swelling,	cosmetic	appearance,	esthetics,	aesthetics,	body-self	unity,	body-self	harmony,	self-
image,	body	anxiety,	self-attitudes,	body	related	self-perceptions,	body	dissatisfaction,	body	
satisfaction,	body	esteem;	(2)	rheumatoid	arthritis,	juvenile	rheumatoid,	arthritis,	rheumatoid,	
idiopathic	arthritis.	Reference	lists	of	relevant	articles	were	also	hand	searched,	and	experts	in	
this	field	of	research	were	contacted	for	any	unpublished	research.		
	
	
Inclusion	and	exclusion	criteria	
The	inclusion	criteria	for	included	articles	were	(1)	published	in	English;	(2)	individual	with	a	
diagnosis	of	RA;	(3)	measure	of	body	image	or	qualitative	theme	related	to	body	image;	(4)	direct	
association	made	between	diagnosis	of	RA	and	body	image;	(5)	included	quantitative,	qualitative	
methodology	or	both.	
	
The	exclusion	criteria	were:	(1)	literature	review	or	case	study	article;	(2)	friend	or	relative	with	
RA;	(3)	studies	reporting	findings	not	directly	relevant	to	the	core	concepts	of	body	image,	
appearance	or	self-image;	(4)	no	direct	association	made	between	RA	and	body	image.		
	
Review	procedure	
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All	title	were	firstly	reviewed	according	to	PICO	guidelines	(Booth	&	Fry-Smith,	2004)	with	all	
irrelevant	articles	being	excluded	(e.g.	medical	articles	or	research	with	animals).	Abstracts	of	
remaining	articles	were	then	reviewed	using	the	set	inclusion	and	exclusion	criteria	and	full	
articles	were	obtained	where	appropriate.	A	summary	sheet	was	developed	to	extract	data	from	
the	final	articles.	This	included	(1)	Study	details;	(2)	aims;	(3)	study	design;	(4)	inclusion	and	
exclusion	criteria;	(5)	recruitment	procedure;	(6)	participant	characteristics;	(7)	disease	
characteristics;	(8)	body	image	measure	used;	(9)	other	outcome	measures;	(10)	results.	Final	
articles	were	also	independently	assessed	by	a	second	reviewer	for	both	content	and	quality.		
	
Quality	assessment	was	carried	out	for	all	final	articles	to	assess	risk	of	bias.	Due	to	the	mix	of	
methodological	approaches	used	in	the	articles,	separate	quality	measures	were	used	for	each	
design.	Qualitative	and	cohort	studies	were	assessed	using	the	CASP	guidelines	(Critical	Appraisal	
Skills	Programme,	2010).	As	there	is	currently	no	specific	quality	measure	for	cross-sectional	
studies,	a	quality	assessment	tool	was	adapted	from	Wong,	Cheung	&	Hart	(2008),	Crombie	
(1996),	and	Law,	Stewart,	Pollock,	Letts,	Bosch	and	Westmorland	(1998).		
	
Data	analysis	
Due	to	the	small	number	of	studies	and	the	mix	of	methodological	approaches,	narrative	
synthesis	was	considered	the	most	appropriate.	During	this	process	qualitative	and	quantitative	
evidence	were	first	analysed	separately.	Cross-sectional	and	cohort	studies	focused	on	the	
correlation	between	RA	and	body	image.	Qualitative	evidence	focusing	on	women’s	experiences	
of	having	a	body	with	RA	was	tabulated	for	important	information	including	themes,	
subcategories	and	meanings.	After	this	stage	the	two	kinds	of	data	were	synthesised	together	
(Goldsmith,	Bankhead	&	Austoker,	2007).		
	
Results	
Literature	search	
The	database	searches	yielded	4,680	results,	with	9	records	identified	through	other	sources.	
From	this	198	articles	were	identified	and	abstracts	obtained.	Based	on	the	inclusion	and	
exclusion	criteria,	7	articles	were	selected	for	review	(See	Figure	1).		
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Figure	1:	Flow	diagram	of	study	retrieval	process	
	
	
	
	
Potentially	relevant	studies	
identified	and	screened	for	
retrieval	(n=4,698)	
Studies	excluded,	irrelevant,	medical	focus,	with	animals,	wrong	
population	(n=4,500)	
Studies	retrieved	for	more	
detailed	evaluation	(n=198)	
Number	of	full	text	articles	
assessed	for	eligibility	(n=26)	
Number	of	studies	included	in	
quantitative	synthesis	(n=6)	
Number	of	studies	included	in	
qualitative	synthesis	(n=1)	
Studies	excluded,	individual	with	RA	not	main	focus,	no	
measure	of	body	image,	no	direct	association	between	RA	and	
body	image,	not	in	English	(n=	172)	
Studies	excluded,	no	measure	of	body	image,	no	direct	
association	between	RA	and	body	image,	not	rheumatoid	
arthritis,	mixed	arthritis	sample	(n=19)	
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Research	design	
Overall,	five	studies	were	cross-sectional,	one	was	a	cohort	study	and	1	was	a	qualitative	study.	
All	body	image	measures	were	self	report.	All	studies,	except	one	(Keltikangas-Jarvin,	1987),	
provided	details	on	RA	diagnosis	with	all	participants	having	a	clinical	diagnosis	of	RA,	and	with	
two	studies	citing	The	American	College	of	Rheumatology	criteria	and	The	American	Rheumatism	
Association	Criteria	(Trajano,	Jorge,	Brumini,	Jones	&	Natour,	2010;	Cornwell	&	Schmitt,	1990).	
Five	studies	included	a	comparison	group	of	healthy	controls	(Keltikangas-Jarvinen,	1987;	
Cornwell	&	Schmitt,	1990;	Ben-Tovim	&	Walker,	1995;	Erkolahti	&	Ilonen,	2005;	Trajano,	Jorge,	
Brumini,	Jones	&	Natour,	2010).		
	
Measurement	of	body	image	
Each	study	used	a	different	measure	to	assess	body	image.	The	measures	used	were	the	Offer	
Self-Image	Questionnaire	(Offer,	Ostrov	&	Howard,	1982);	Body	Cathexis	Scale	(Secord	&	Jourard,	
1953);	Draw-a-person	test	(Koppitz,	1968);	Ben-Tovim-Walker	Body	Attitudes	Questionnaire	(Ben-
Tovim	&	Walker,	1991);	The	Body	Dysmorphic	Disorder	Examination	(Jorge,	Sabino,	Natour,	Veiga,	
Jones,	&	Ferreira,	2008);	question	six	of	the	Disease	Repercussion	profile	(Carr	&	Thompson,	
1994).	The	qualitative	study	asked	open	ended	questions	about	the	impact	of	RA,	participants’	
perceptions	of	well-being,	and	the	actions	that	participants	tool	to	control	the	illness.		
	
Demographic	characteristics	
Two	studies	focused	on	females	only	(Ben-Tovim	&	Walker,	1995;	Plach,	Stevens	&	Moss,	2004),	
two	had	over	70%	women	(Monaghan,	Sharpe,	Denton,	Levy,	Schrieber	&	Sensky	,	2007;	Trajano,	
Jorge,	Brumini,	Jones	&	Natour,	2010),	one	had	a	relatively	even	mix	of	females	and	males	
(Erkolahti	&	Ilonen,	2005),	and	two	gave	no	information	about	gender	demographics	(Cornwell	&	
Schmitt,	1990;	Keltikangas-	Jarvin,	1987).	All	studies,	except	one	(Erkolahti	&	Ilonen,	2005),	
focused	on	adults	ranging	from	18-86	years.		
	
	Disease	characteristics	
All	studies,	except	one	(Keltikangas-Jarvin,	1987),	included	participants	with	a	clinical	diagnosis	of	
RA.	All	participants	had	been	diagnosed	with	RA	for	at	least	six	months,	with	one	including	
patients	diagnosed	for	at	least	two	years	(Monaghan,	Sharpe,	Denton,	Levy,	Schrieber	&	Sensky	,	
2007),	and	four	studies	including	participants	who	had	been	diagnosed	for	at	least	ten	years	
(Erkolahti	&	Ilonen,	2005;	Monaghan,	Sharpe,	Denton,	Levy,	Schrieber	&	Sensky	,	2007;	Plach,	
Stevens	&	Moss,	2004;	Trajano,	Jorge,	Brumini,	Jones	&	Natour,	2010).	Full	study	details	are	
summarised	in	Table	1.		
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Quantitative	results	
Overall	there	were	six	quantitative	studies.	Five	studies	made	body	image	comparisons	between	
RA	individuals	and	controls	(Keltikangas-Jarvinen,	1987;	Cornwell	&	Schmitt,	1990;	Ben-Tovim	&	
Walker,	1995;	Erkolahti	&	Ilonen,	2005;	Trajano,	Jorge,	Brumini,	Jones	&	Natour,	2010).	Three	
studies	found	significant	differences	between	the	groups,	reporting	that	body	image	in	the	RA	
group	was	significantly	worse	than	the	controls	(Keltikangas-Jarvinen,	1987;	Ben-Tovim	&	Walker,	
1995;	Trajano,	Jorge,	Brumini,	Jones	&	Natour,	2010).	In	addition,	age	of	onset	was	significantly	
correlated	with	body	disparagement	in	one	study	(Ben-Tovim	&	Walker,	1995)	with	a	younger	age	
of	onset	being	related	to	greater	body	disparagement	and	poorer	body	image.	One	study	found	
that	the	RA	group	had	lower	body	image	than	the	control	group,	but	the	differences	were	not	
significant	(Erkolahti	&	Ilonen,	2005).	One	study	found	no	significant	differences	between	RA	
individuals	and	the	control	group	(Cornwell	&	Schmitt,	1990).	One	study	did	not	use	a	control	
group		(Monaghan,	Sharpe,	Denton,	Levy,	Schrieber	&	Sensky	,	2007),	but	found	that	
approximately	a	third	of	RA	individual	felt	unattractive	or	were	concerned	with	their	physical	
appearance.		
	
Ben-Tovim	and	Walker	(1995)	conducted	a	cross-sectional	study	investigating	body	attitudes	of	
women	with	long	standing	conditions	affecting	body	surface	or	body	functioning.	The	study	
included	35	women	diagnosed	with	RA	and	14	women	diagnosed	with	Juvenile	RA,	with	both	
groups	being	diagnosed	on	both	clinical	and	serological	grounds	and	having	suffered	from	the	
illness	for	at	least	12	months.	Average	age	of	the	RA	group	was	49.25	years	and	the	average	age	
of	the	JRA	group	was	30.86	years.	Body	image	was	measured	using	the	Ben-Tovim-Walker	Body	
Attitudes	Questionnaire	(Ben-Tovim	&	Walker,	1991).	The	study	found	that	although	the	RA	group	
felt	less	fat	than	the	control	group,	they	felt	less	attractive	to	the	opposite	sex.	However	these	
differences	were	not	significant.	The	JRA	group	were	found	to	be	intensely	disparaging	about	their	
own	bodies	and	also	felt	significantly	fatter	than	BMI	matched	controls.	Age	of	onset	was	found	to	
be	significantly	correlated	with	intensity	of	disparagement	with	a	younger	age	of	onset	being	
correlated	with	more	intense	disparagement	and	increased	salience	of	weight	and	shape	
concerns.	Therefore,	those	participants	who	had	been	diagnosed	in	early	adolescence	were	found	
to	not	only	have	significantly	poorer	body	image	than	the	control	group,	but	also	significantly	
poorer	body	image	than	participants	who	were	diagnosed	later	in	life.	Although	this	study	did	use	
a	control	group,	there	was	a	lack	of	detail	on	the	sampling	method	or	any	justification	for	sample	
size.	In	addition,	due	the	purposive	sample	strategy	and	the	risk	of	selection	bias,	this	participant	
group	is	not	representative	of	the	RA	population	as	whole	and	therefore	results	cannot	be	
generalised.		
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Cornwell	and	Schmitt	(1990)	conducted	a	cross-sectional	study	investigating	three	main	
questions;	(1)	the	relationship	of	illness	to	perceived	health	status,	self-esteem	and	body	image;	
(2)	the	relationship	between	perceived	health	status	and	both	self-esteem	and	body	image;	and	
(3)	the	problems,	needs	and	fears	of	women	with	RA	and	systemic	lupus	erythematosus	(SLE).	The	
study	included	26	participants	with	RA	who	had	been	diagnosed	with	either	‘definite’	or	‘classic’	
RA	using	the	American	Rheumatism	Association	criteria	(Ropes,	Bennett,	Cobb,	Jacox	&	Jessar,	
1958),	for	at	least	one	year.	Average	age	of	participants	was	50.5	years	with	a	range	of	24-79	
years.	Body	image	was	measured	using	the	Body	Cathexis	Scale	(Secord	&	Jourard,	1953).	The	
study	found	that	there	were	no	significant	differences	between	the	RA	and	control	group	on	the	
body	image	measure,	however,	there	was	a	significant	negative	correlation	between	perceived	
health	status	and	self-esteem	with	low	perceived	health	status	being	related	to	lower	self-esteem.	
Despite	using	a	control	group	there	was	no	matching	on	demographic	variables	and	therefore	the	
study	was	unable	to	control	for	any	confounding	factors.	In	addition,	a	convenience	sample	was	
used	in	both	the	RA	and	control	groups,	with	the	control	group	being	selected	from	female	
alumnae	of	the	University	of	Rochester,	NY.	This	study	is	therefore	highly	at	risk	of	selection	bias	
and,	due	to	the	homogeneity	of	the	control	group,	findings	cannot	be	generalised.		
	
Erkolahti	and	Ilonen	(2005)	conducted	a	cross-sectional	study	to	determine	whether	there	were	
any	differences	in	the	school	achievement	of	adolescents	with	RA	and	diabetes	mellitus	type-1.	
The	study	included	24	RA	patients	with	11	boys	and	13	girls	who	had	a	clinical	diagnosis	of	
medium	functional	capacity	with	8	participants	in	remission.	The	mean	age	of	participants	was	
17.9	years	with	a	mean	age	of	onset	of	12.6	years.	Body	image	was	measured	using	the	Offer	Self	
Image	Questionnaire	(Offer,	Ostrov	&	Howard,	1982).		The	RA	group	was	found	to	have	lower	
body	image	than	the	healthy	control	group,	however	the	differences	were	not	statistically	
significant.	The	control	group	in	this	study	was	matched	for	sex,	age,	social	background	and	living	
environment,	thereby	controlling	for	confounding	factors,	however	the	RA	group	was	recruited	
using	purposive	convenience	sample	and	therefore	was	at	risk	of	selection	bias.	In	addition,	the	
questionnaire	used	to	assess	body	image	only	contains	one	component	relating	to	body	image	
solely	covering	positive	and	negative	thoughts	about	the	body.	In	addition,	the	measure	is	only	
moderately	valid	and	clinically	relevant	for	use	in	the	clinical	assessment	of	adolescents,	and	
consequently	may	not	provide	an	accurate	picture	of	body	image	concerns.		
	
Keltikangas-Jarvin	(1987)	conducted	a	cohort	study	to	investigate	body	image	disturbances	
ensuing	from	JRA.	Overall,	68	5-10	year	olds	were	recruited	with	28	being	diagnosed	with	JRA	(15	
5-7	year	olds	and	13	8-10	year	olds),	and	41	being	diagnosed	with	temporary	arthritis	lasting	from	
between	2-6	weeks.	The	41	participants	with	temporary	arthritis	were	used	as	the	control	group.	
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Body	image	was	assessed	using	the	Draw-a-Person	test	(Koppitz,	1968).	At	the	first	test	point	
there	were	no	differences	between	the	two	groups,	however	after	one	year	the	frequency	of	
body	image	disturbance	was	equivalent	in	the	8-10	year	olds	but	significantly	higher	compared	to	
control	in	the	5-8	year	olds.	Therefore,	young	children	with	JRA	are	predisposed	to	develop	
greater	body	image	disturbances	than	the	control	group.	Very	little	information	was	provided	
about	the	study	method	or	recruitment.	It	is	not	clear	how	the	study	was	conducted	or	if	there	
were	any	drop	outs	and	how	this	was	handled.	In	addition,	no	information	was	given	concerning	
the	validity	and	reliability	of	the	Draw-a-Person	test,	or	whether	a	second	psychologist	provided	
inter-rater	reliability.	Although	a	control	group	was	used	it	consisted	on	individuals	who	had	
suffered	from	temporary	arthritis	and	therefore	did	have	some	experience	of	living	with	an	
arthritic	condition.	Therefore	this	does	not	provide	an	accurate	picture	of	body	image	in	
individuals	with	RA	compared	to	those	who	have	never	suffered	from	arthritis.	Due	to	these	
issues	the	overall	quality	of	this	study	is	very	low	and	therefore	results	must	be	interpreted	with	
caution.		
Monaghan,	Sharpe,	Denton,	Levy,	Schrieber	and	Sensky	(2007)	conducted	a	cross-sectional	study	
to	examine	the	relationship	between	physical	appearance	concerns	and	psychological	distress	in	
patients	with	rheumatic	disease.	The	study	included	53	participants	with	recent	onset	RA	and	44	
participants	with	chronic	RA,	but	no	control	group.	Both	groups	had	been	diagnosed	by	a	
consultant	rheumatologist	with	recent	onset	RA	participants	being	diagnosed	with	either	
‘definite’	or	‘classic’	RA	by	a	consultant	rheumatologist	and	also	being	seropositive	for	
rheumatoid	factor.	Mean	time	since	diagnosis	was	15.5	years.	Over	70%	of	the	sample	were	
women	with	the	average	age	of	recent	onset	participants	being	55.06	years	and	chronic	RA	58.63	
years.	Overall	30%	of	chronic	RA	patients	reported	feeling	unattractive	and	34%	of	recent	onset	
patients	being	concerned	with	their	physical	appearance.	Appearance	concerns	were	found	to	be	
significantly	related	to	depression	independent	of	disability	level.	In	addition,	as	level	of	disability	
was	similar	in	both	groups,	objective	disfigurement	was	not	the	sole	cause	of	body	image	and	
appearance	dissatisfaction.		
	
Trajano,	Jorge,	Brumini,	Jones	and	Natour	(2010)	conducted	a	cross-sectional	study	investigating	
body	image	in	patients	with	RA	and	the	correlation	between	body	image,	self-esteem,	physical	
function	and	quality	of	life.	The	study	included	43	RA	participants	who	had	an	established	
diagnosis	of	RA	based	on	criteria	from	the	American	College	of	Rheumatology,	and	were	function	
class	I,	II	or	III.	Mean	disease	duration	was	12.2	years.	Over	83.7%	of	the	sample	were	women	
with	a	mean	age	of	51.6	years.	Body	image	was	measured	using	the	Body	Dysmoprhic	Disorder	
Examination	(Jorge,	Sabino,	Natour,	Veiga,	Jones	&	Ferreira,	2008).	The	RA	group	was	found	to	
have	worse	body	image	than	the	control	group,	with	worse	functionality	being	related	to	poorer	
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body	image,	even	though	most	participants	were	in	functional	group	I.	There	was	no	direct	
relationship	between	disease	duration	or	body	image	or	self-esteem.	No	matching	was	used	
between	the	control	and	RA	groups	to	control	for	confounding	factors,	with	both	being	recruited	
through	convenience	sampling.	In	addition,	the	use	of	the	Body	Dysmorphic	Disorder	Examination	
questionnaire	to	assess	body	image	raises	some	significant	concerns.	This	questionnaire	was	
developed	for	use	in	clinical	settings,	often	with	eating	disorder	patients.	Its	primary	focus	is	on	
the	excessive	importance	given	to	self-assessed	appearance,	discomfort	in	public	situations,	and	
withdrawal	from	social	activities.	Although	these	are	very	important	constructs,	they	do	not	
address	many	of	the	key	components	of	body	image	and	therefore	fail	to	provide	an	accurate	
picture	of	body	image	concerns.	The	justification	given	for	this	is	that	currently	there	is	no	existing	
measure	of	body	image	specific	to	RA	patients.	While	this	is	true,	there	are	many	alternative	body	
image	measures	that	would	have	been	more	appropriate	(e.g.	The	Body	Appreciation	Scale,	
Avalos,	Tylka,	&	Wood-Barcalow,	2005;	Body	Image	State	Scale,	Cash,	Fleming,	Alindogan,	
Steadman,	&	Whitehead,	2002;	Appearance	Schemas	Inventory,	Cash,	Melnyk,	&	Hrabosky,	2004)	
and	should	have	been	considered.		
	
Qualitative	results	
One	study	used	a	qualitative	approach.	Plach,	Stevens	and	Moss	(2004)	used	qualitative	content	
analysis	to	describe	women’s	experiences	of	living	with	rheumatoid	arthritis.	This	study	focused	
on	three	main	research	questions;	(1)	what	is	the	impact	of	RA	on	women’s	daily	lives;	(2)	what	
are	their	perceptions	of	well	being;	and	(3)	what	actions	do	they	take	to	contend	with	the	illness.	
The	study	included	30	women	with	a	mean	age	of	61	years	and	an	age	range	of	39-86	years.	Five	
of	the	women	had	been	diagnosed	within	the	past	6-10	years	and	eleven	had	been	diagnosed	for	
over	10	years.	Three	main	themes	were	identified;	(1)	relating	to	a	noncompliant	body;	(2)	body	
out	of	sync;	and	(3)	private	body	made	public.	Overall	women	felt	that	living	with	RA	meant	
having	to	relate	over	time	to	an	increasingly	noncompliant	body.	As	function	and	strength	
declined	over	the	years,	women	felt	that	their	body	would	not	respond	to	their	needs	making	
simple	tasks	such	as	washing	or	brushing	their	hair	extremely	difficult	and	sometimes	painful.	
They	felt	that	their	bodies	would	not	behave	with	pain	and	frustration	replacing	pleasure.	Women	
also	found	that	their	expectations	of	what	their	bodies	should	be	like	did	not	fit	with	reality.	They	
felt	out	of	sync	with	their	age	group	and	with	their	own	expectations	of	who	had	they	been	and	
who	they	would	become.	Finally,	women	found	their	inability	to	keep	their	condition	private	very	
distressing.	Where	previously	they	had	been	able	to	adapt	clothing	choices	to	hide	their	
condition,	as	the	disease	progressed	and	disease	deformities	or	movement	restrictions	became	
more	severe,	people	started	to	notice.	Participants	reported	finding	this	very	humiliating,	
particularly	in	relation	to	their	hands.	Overall	women	reported	feelings	of	loathing	and	shock	
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when	looking	at	their	bodies.	In	some	cases	medication	had	also	affected	their	appearance	with	
participants	feeling	ugly	and	bloated,	or	experiencing	hair	loss	due	to	drug	treatment.		
	
Does	rheumatoid	arthritis	negatively	affect	body	image?	
The	seven	studies	included	in	this	review	present	a	mixed	set	of	results	regarding	the	relationship	
between	RA	and	body	image.	Three	studies	found	that	rheumatoid	arthritis	had	a	significantly	
negative	impact	on	body	image	with	RA	patients	having	worse	body	image	than	controls	
(Keltikangas-Jarvinen,	1987;	Ben-Tovim	&	Walker,	1995;	Trajano,	Jorge,	Brumini,	Jones	&	Natour,	
2010).	Two	other	studies	also	reported	that	rheumatoid	arthritis	had	a	negative	impact	on	body	
image	(Erkolahti	&	Ilonen,	2005;	Monaghan,	Sharpe,	Denton,	Levy,	Schrieber	&	Sensky	,	2007).	
However,	results	from	Erkolhati	&	Illonen	(2005)	did	not	reach	statistical	significant	and	the	study	
by	Monaghan	et	al.	(2007)	did	not	used	a	control	group	and	therefore	no	conclusion	can	be	drawn	
as	to	whether	these	body	image	concerns	are	worse	than	in	participants	without	RA.	The	
qualitative	study	conducted	by	Plach,	Stevens	and	Moss	(2004)	gives	some	further	insight	into	
body	image	perception	of	RA	patients,	however	only	focuses	on	those	perceptions	held	by	
women.	This	study	shows	that	two	of	the	key	issues	women	with	RA	experience	in	terms	of	body	
image	are	functionality	and	body	expectations.	Not	being	able	to	perform	activities	which	non	RA	
individuals	find	easy	was	extremely	frustrating	for	these	women	and	led	them	to	feel	disparaged	
with	their	bodies.	In	addition,	their	bodies	did	not	meet	with	societal	or	personal	expectations	
regarding	how	they	should	perform	on	a	functional	level	or	what	they	should	look	like.	This	led	
them	to	feel	out	of	sync	with	their	bodies	and	their	age	group.	Furthermore	the	impact	of	
medication	on	weight	and	hair	loss	also	had	a	negative	impact	on	their	body	image,	with	women	
seeing	themselves	as	ugly	and	bloated.	However,	as	only	one	qualitative	study	was	included	in	
this	review	using	a	small	number	of	solely	female	participants	these	results	must	be	interpreted	
with	caution.		
	
Results	show	that	age	of	disease	onset	had	a	significant	impact	on	body	image.	Two	studies	
showed	that	individuals	diagnosed	at	a	younger	age,	either	as	children	or	young	adolescence,	not	
only	had	poorer	body	image	than	controls	but	also	had	poorer	body	image	than	individuals	who	
had	been	diagnosed	with	RA	as	adults	(Ben-Tovim	&	Walker,	1995;Keltikangas-Jarvin,	1987).	The	
possible	explanations	for	this	will	be	discussed	in	further	detail	in	the	discussion.	One	study	
presented	contradictory	evidence	that	RA	had	no	impact	on	body	image	compared	to	a	control	
group.	Cornwell	and	Schmitt’s	(1990)	study	with	adult	women	found	no	statistical	differences	in	
body	image	scored	between	RA	participants	and	a	healthy	control	group	recruited	from	university	
alumnae.		
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Discussion	
Synthesis	of	both	quantitative	and	qualitative	study	showed	mixed	results	regarding	the	impact	of	
RA	on	body	image.	One	reason	for	the	mix	of	results	may	be	that	past	research	has	failed	to	
address	the	core	of	body	image	concerns	due	to	assumptions	being	made	about	what	these	
concerns	are.	As	previously	discussed,	body	image	is	a	multidimensional	construct	encompassing	
perceptual,	cognitive,	affective	and	behavioural	constructs	(Weirtheim	&	Paxton,	2011).	It	may	be	
that	RA	has	an	impact	of	all	of	these	constructs	or	just	one,	but	thus	far	no	work	has	been	done	to	
explore	this.	Therefore,	as	all	the	studies	included	in	this	review	only	focused	on	one	aspect	of	
body	image,	primarily	the	attitudinal	component,	it	may	be	that	they	are	failing	to	measure	what	
is	really	important	to	individuals	with	RA.	The	medical	setting	or	focus	for	conducting	past	
research	means	that	most	studies	have	assumed	that	concerns	relating	to	body	image	focus	
purely	on	appearance	and	clinically	measurable	issues,	with	little	attention	being	given	to	the	
psychological	components.	Qualitative	work	has	highlighted	the	importance	of	functionality	and	
body	expectations	in	body	image,	however	none	of	the	measures	used	in	this	review	have	
included	this.	Overall,	it	appears	that	many	studies	have	missed	a	step	in	the	investigation	of	the	
impact	of	RA	on	body	image	by	making	assumptions	about	what	concerns	need	to	be	
investigated,	and	choosing	measures	accordingly,	rather	than	asking	patients	what	their	concerns	
may	be	without	any	preconceptions	regarding	their	answers.		
	
Age	of	disease	onset	was	found	to	have	a	significant	relationship	with	body	image,	with	earlier	
disease	onset	being	significantly	related	to	poorer	body	image.	The	reason	for	this	may	be	that	
while	adults	have	developed	their	body	image	over	a	number	of	years	and	have	a	more	stable	
sense	of	self,	children	and	adolescents	who	are	diagnosed	with	RA	do	not	yet	have	concrete	
representations	of	their	bodies	and	are	still	developing	a	sense	of	self	and	body	image.	Therefore,	
as	their	body	image	is	arguably	at	a	more	malleable	stage,	their	experiences	of	RA	may	have	a	
greater	impact	on	their	body	image	leading	to	a	greater	risk	of	developing	negative	body	image.	
Previous	research	has	shown	that	due	to	the	body	changes	that	occur	during	puberty,	
adolescence	is	one	of	the	most	difficult	life	stages	in	terms	of	physical	adjustment	(Liossi,	2003).	
The	added	challenges	that	come	with	a	diagnosis	of	RA,	such	as	changes	to	joint	appearance,	
movement	limitations,	may	further	contribute	to	difficulties	adapting	to	and	accepting	one's	
body,	especially	at	a	time	where	being	'normal'	and	'blending	in'	is	of	paramount	importance	
(Liossi,	2003).		
	
These	results	may	be	of	particular	relevance	to	health	professionals	who	work	with	patients	with	
RA.	Currently	there	is	very	little	or	no	support	for	RA	patients	relating	to	body	image	and	
preventing	RA	related	body	image	disturbances,	and	although	further	research	is	needed	to	
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explore	how	and	why	RA	may	affect	body	image,	evidence	from	this	review	suggests	that	there	is	
a	need	for	this	support.	Health	professionals	such	as	consultants,	nurses,	and	occupational	
therapists	are	ideally	situated	to	not	only	identify	these	concerns	but	also	address	them,	and	
further	research	should	focus	on	how	this	might	be	achieved.		
	
In	addition	to	the	provision	of	general	support,	the	evidence	that	younger	age	of	onset	is	
associated	with	greater	body	dissatisfaction	means	that	there	is	an	even	greater	need	to	provide	
support	to	children	and	adolescents	diagnosed	with	RA.	Currently	little	is	known	about	why	these	
issues	may	be	more	pertinent	in	this	age	group,	however	it	is	important	that	health	professionals	
dealing	with	this	patient	groups	and	also	parents	and	carers	of	these	individuals	are	aware	of	
these	issues.		
	
Methodological	limitations	
The	most	significant	limitations	of	this	review	are	the	heterogeneity	of	the	body	image	measures	
used,	the	sample	characteristics	and	the	research	methodology.	Due	to	the	lack	of	consistency	
across	the	studies,	comparison	and	synthesis	of	results	was	very	challenging.	Each	study	used	a	
different	body	image	measure	to	evaluate	body	image	concerns	in	RA	individuals,	including	
subscales	from	broader	measures	of	quality	of	life,	self-esteem,	self-image,	or	perceived	physical	
appearance.	This	meant	that	comparing	body	image	results	between	studies	was	not	possible	and	
therefore	limited	cross-study	comparison.	
	
In	addition,	as	body	image	is	a	multidimensional	construct	including	perceptions,	affects,	
cognitions	and	behaviours	(Weirtheim	&	Paxton,	2011),	it	is	unrealistic	that	a	single	measure	is	
able	to	assess	all	these	components	accurately	and	in	sufficient	depth.	Most	measures	used	in	the	
studies	included	in	this	review	only	address	one	component	of	body	image,	primarily	the	
attitudinal	aspects	of	body	image,	and	therefore	very	little	attentions	has	been	given	to	the	
broader	emotional,	perceptive	and	behaviours	aspects.	In	addition,	no	studies	presented	any	
evidence	that	the	body	image	measure	was	sensitive	to	specific	body	image	issues	associated	with	
RA,	or	even	that	the	measures	had	been	validated	with	an	RA	population.	This	may	be	because	
very	little	is	known	about	RA	specific	body	image	issues,	however	any	future	research	wishing	to	
explore	the	relationship	between	RA	and	body	image	should	strive	to	address	this	issue.		
	
In	terms	of	study	quality	and	risk	of	bias,	more	detail	needs	to	be	given	concerning	the	sampling	
methods	and	sample	characteristics.	Very	few	studies	gave	a	justification	for	the	sample	size	used,	
or	used	a	sample	that	was	representative	of	the	RA	population.	All	studies	used	purposive	or	
convenience	sample	to	access	RA	patients	which	could	lead	to	sampling	and	response	bias.	In	
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addition,	in	the	five	studies	that	used	a	control	group	only	two	reported	matching	the	groups	
using	demographic	variables	or	using	a	case	control	method.	The	three	remaining	studies	either	
gave	no	information	on	the	control	group	or	used	a	convenience	sample	with	no	information	on	
how	differences	between	the	groups	were	controlled	for.		
Future	studies	
This	review	highlights	the	need	for	further	research	into	the	impact	of	RA	on	all	components	of	
body	image.	Future	studies	should	not	only	investigate	the	attitudinal	aspects	of	body	image	but	
also	the	cognitive,	perceptual,	behavioural	and	emotional	components.	In	addition,	qualitative	
work	is	needed	to	explore	what	concerns	individuals	with	RA	hold,	and	how	they	related	to	their	
body	image,	in	order	for	quantitative	work	to	measure	the	prevalence	of	these	issues	on	a	larger	
scale.	This	review	has	also	brought	to	attention	the	need	to	develop	standardised	body	image	
measures	within	this	patient	group,	which	not	only	provide	a	more	sensitive	measure	specific	to	
this	condition	but	also	recognise	the	multifaceted	nature	of	body	image.		
	
Due	to	the	evidence	that	the	impact	of	RA	on	body	image	may	vary	according	to	age	group,	
longitudinal	research	may	provide	a	greater	insight	into	how	and	why	these	changes	occur,	and	if	
they	fluctuate	over	time.	In	addition,	as	this	area	is	still	very	under-researched,	qualitative	data	
which	uses	a	flexible	and	exploratory	approach	could	provide	much	needed	insight	into	what	
body	image	issues	may	be	pertinent	in	this	patient	group	over	and	above	information	that	is	
obtained	from	standardised	self-report	measures.		
	
In	summary,	there	is	insufficient	evidence	to	show	whether	RA	has	a	negative	impact	of	body	
image.	However,	age	of	onset	has	been	shown	to	have	a	significant	relationship	with	body	image	
and	body	image	disturbances.	Future	research	is	needed	to	investigate	this	relationship,	including	
both	quantitative	and	qualitative	methodologies,	with	focus	being	directed	at	the	impact	of	RA	on	
different	age	groups.		
	
	
